INTRODUCTION {#s1}
============

The ampulla of Vater is located in the posteromedial wall of the second portion of the duodenum. The common bile duct (CBD) normally goes through an oblique, 1-2 cm long intramural region beside the medial wall of the second portion of the duodenum and opens into the duodenum.^[@R1]-[@R3]^

At times, the ampulla of Vater may be ectopic and located in uncommon sites such as the third and fourth portions of the duodenum, the duodenal bulb and the stomach. It has hardly ever been found at the pylorus.^[@R3]-[@R5]^ This ectopic ampulla goes undetected unless it causes symptoms, usually related to biliary obstruction or cholangitis or when, for some reason, endoscopic retrograde cholangiopacreatography (ERCP) is attempted. Herein we describe a case with ectopic location of ampulla of Vater in the pylorus and review the related literature.

CASE REPORT {#s2}
===========

A 44 year old lady with right upper quadrant abdominal pain, high temperature, nausea and vomiting was admitted in the hospital with impression of acute cholangitis. Her laboratory data were as follows: leukocyte count 23,000/mm^3^, total bilirubin 4.6mg/dL, alanine-aminotransferase 80 IU/l (normal \<40 IU/ml), aspartate-aminotransferase 153 IU/l (normal \<40 IU/ml) and alkaline phosphatase 1,363 IU/l (Normal \<290 IU/ml). Transabdominal ultra-sonography showed dilatation of the intra- and extrahepatic bile ducts and gallbladder, and abundant echogenic sludge within the gallbladder. The gallbladder seemed to be partitioned and had two parts. The patient underwent open cholecystectomy, bile duct exploration and extraction of biliary stones. Bougies could not be passed into the duodenum.

A T-tube was inserted and an intra-operative T-tube cholangiography revealed distal narrowing. ERCP was attempted during which no major papilla could be found in the duodenum. A more accurate T-tube cholangiography was performed which revealed that the common bile duct opens in the distal stomach, probably at the pylorus ([Figure 1](#F1){ref-type="fig"}). Endoscopy was done and methylene blue was injected via the T-tube which promptly appeared in the pyloric channel. Considering that there was no filling defect at the T-tube cholangiography and that the site of bile duct opening was not visible without the aid of methylene blue, no further attempt at ERCP was made. The patient had an uneventful recovery and the T-tube was later removed. She is doing well two years after the initial operation without any further bouts of cholangitis.

![](MEJDD-3-56-g001){#F1}

DISCUSSION {#s3}
==========

The normal biliary tract originates from the diverticulum hepaticum. Pars hepatica of this embryonic diverticulum gives rise to the intrahepatic and common hepatic ducts. Disruption of the diverticulum hepaticum may lead to anomalies of the biliary tree. When it subdivides very early, the pars hepatica takes a horizontal position above the growth zone between the stomach and duodenum, therefore, it will grow into a duct opening within the stomach.^[@R5]^ The exact frequency of ectopic biliary drainage is not known, but Saritas et al have reported it to be around 2%.4 The most common location of ectopic biliary drainage into the stomach is the body of the stomach followed by the antrum and cardia.^[@R4]^

To the best of our knowledge, there are only two other cases in the literature that have reported an ectopic opening of the ampulla of Vater within the pyloric channel. Filippini in 1931 described a patient who had jaundice without stones; in this case the common bile duct entered into the pylorus.^[@R6]^ Another case described by Guerra et al. in 2009 was a 73 year old gentleman with a history of duodenal ulcer who developed cholangitis and choledocholithiasis, and was found to have the ampulla of Vater opening in the pyloric channel.^[@R3]^ They dilated the ampulla and removed the common bile duct stone using a Dormia basket.

Various methods have been used to detect the ectopic ampulla, including percutaneous transhepatic cholangiography, upper GI endoscopy, ERCP, magnetic resonance cholangiopancreatography and Barium meal.^[@R4],[@R7],[@R8]^

In two studies of 18 and 8 patients with ectopic biliary insertions, computerized tomography could not show any specific findings.^[@R9],[@R10]^

In our case, T-tube cholangiography was suggestive of an ectopic ampulla and methylene blue injection via the T-tube during endoscopy verified the exact location of the biliary opening. Although this anomaly usually causes no symptoms, however it may be associated with epigastric pain, dyspepsia and recurrent bouts of fever and jaundice due to cholangitis.^[@R5]^ The excessive exposure of gastric mucosa to bile may lead to atrophic gastritis, a predisposing condition for gastric adenocarcinoma.^[@R5]^ In this case the ectopic ampulla of Vater was associated with acute cholcystitis and bile duct stones.

Treatment of ectopic biliary drainage is directed by biliary symptomatology and associated peptic ulcer complications. Current cholangitis needs to be treated and attention paid to protect the patient from recurrent bouts of cholangitis.^[@R4]^

Hereby we have reported a rare case of ectopic ampullary insertion within the pyloric channel. This has implications for gastroenterologists performing therapeutic ERCPs who should be aware of the possibility of such anomalies in their practice.
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